,difficult. The operator now turns to the mastoid opening, and with gouge and cutting forceps removes, bit by bit, the bone of the base of the skull that forms the floor of the horizontal limb of the lateral sinus. Getting gradually deeper, he comes at last upon the crest or lip mentioned above, and removes it under guidance of Stacke's guard or Grant's probe. This part of the operation is irksome. A little more clearance of bone and connective tissue lays bare enough of the wall of the bulb to permit of its being incised. The final step consists in slitting up the whole length of the jugular vein, the bulb, and the so far unopened lateral sinus, so as to form a continuous gutter, after which all-remaining clot and debris is cleared out with the curette.
The operation is not particularly dangerous; the chief risk comes from the patient's general weakness. The operation should not, therefore, be too long delayed. The subsequent scar, it must be admitted, is not beautiful.
Illustrative Case. By FRANCIS MUECKE, C.B.E., F.R.C.S.
BY the above term I mean that special type of mastoiditis in which the results of disease of the zygomatic cells are principally in evidence. From a clinical standpoint I always classify the mastoid cells into four groups, i.e., tegmen, sigmoid, tip, and superficial. The zygomatic cells are included in the tegmen group, and it is entirely a question of anatomical arrangement which of these separate groups are chiefly involved in any one patient.
I have chosen this subject because the cases are comparatively rare and very difficult to diagnose in the early stages, owing to the fact that the observable features are in front of-rather than behind-the ear.
The cells in question are situated just above, and a little in front of, the mastoid antrum in the projecting root of the zygomatic process. They are often overlooked in the performance of the ordinary mastoid operation, and are a frequent cause of the non-cessation of suppuration. I can perhaps best explain the condition by referring to the usual types (1) in children and (2) in adults.
(1) Severe earache, genera-lly followed sooner or later by discharge. In a few days a gradually increasing swelling appears, above and in front of the ear, going on to a large pre-auricular mass. In examination the appearance is one of parotitis, and this is often the original diagnosis. The meatus is generally almost closed as.
with a furuncle, but, by taking care, a view of the red perforated drum and red cedematous posterior meatal wall can be obtained. Within a few days, tenderness and cedema generally are found over the mastoid, but it is remarkable how little this is seen when escape is given to the pus elsewhere. At operation the ordinary features of an acute mastoiditis are present, and it is easy to find the fistula into the zygoma, with free stripping of the tissues in front of the ear and anterior wall of the meatus. I have seen three such cases during the last year.
(2) The adult type is similar in origin to an ordinary mastoiditis, except that there is less likelihood of tenderness and swelling over the mastoid, but fromp about. the seventh to the tenth day there is pain and swelling over the outer aspect of theorbit, simulating a frontal sinus. I have seen only four such cases.
With the uRual minor clinical differences in each case these two types are fairly consistent.
The Acute Ear. Vertigo-muzziness-generally prodromal symptoms of deeper seated acute conditions. (3) Chronic otitis showing acute signs of cerebral or cerebellar abscess-labyrinthitis, meningitis, etc.
I shall deal chiefly with Class (A).
(1) Simple Acu,te Otitis Media.-Very common in childreD in summer time-and commonly distinguished by otalgia which may or may not rapidly pass awaya reddened bulging drum, either in whole or part, and generally accompanied by a temperature of 100 F. upwards. Early incision will in most cases result in alleviation of the symptoms and early healing. Variations of this condition occur, including acute hwemorrhagic otitis. There is also an acute simple myringitis amenable to instillation of menthol carbolic and cocaine, but in a certain proportion of these cases-varying with the year, the season, and the virulence of the infection in a particular district--the temperature does not fall in 24-36 hours, the child has a markedly toxic appearance, the pulse rises and the case passes into the second category.
(2) Mastoid Involvement.-Thiere may be marked, slight or no tenderness over the mastoid area-the discharge may be very profuse, purulent, semi-purulent or still blood-stained serum, or absent. Generally speaking, there is marked pulsation seen on inspection of the perforation made by myringotomy, and the whole aspeet of the patient is one of acute illness, with a temperature of 100-1020 F. and rising pulse.
If treated expectantly by gentle irrigation of the ear, warm fomentations, purging, etc., the patient may gradually improve, but in my experience, expectant treatment
